Research on sickness absence, emanating from different theoretical perspectives and questions, is carried out within several different scientific disciplines. Studies are often based on explanatory models addressing the causes of sickness absence. Here, a brief summary of the various approaches and explanatory models used in sickness-absence research is presented. Also explanatory models for changes over time in sickness absence are briefly discussed.
DIFFERENT APPROACHES IN RESEARCH
Research approaches can be classified based on the objectives of the study and the methods used to collect and analyse the data. They can also be classified based on the way the discussion is presented and the conclusions drawn from the findings. From the many options available for classifying material in the field of sickness-absence research, we here have chosen to simply categorise the material by research subjects or disciplines.
MEDICAL SCIENCE
In medical research, the study subjects are usually individuals, either patients, employees, or people in a population sample. There are many different types of medical research. Here, we have limited the discussion to two basic lines of research in the sick-leave literature, namely clinical research and epidemiological research. Clinical research primarily investigates the course and prognosis of disease in individuals and how the course of disease can be modified by different treatments. Epidemiological research investigates the corresponding associations at the group level, and studies usually focus on how exposure, risk factors, or protective factors influence the course of disease. It should be noted that the boundaries between these two research directions are fluid.
In clinical research, the randomised clinical trial (RCT) is the method of choice for studying the effects of treatment. In such studies, outcome variables may be sick leave or return-to-work. In many cases, the exposures of interest cannot be randomised, e.g. type of work or family situation, and hence it is necessary to use other methods to assure comparability among the groups analysed. Epidemiological methods have been designed to analyse disease outcomes in relation to exposures that cannot be manipulated. Another distinction, although the boundaries are fluid, is that in epidemiological research, discussions and conclusions usually focus on opportunities to reduce risk factors in populations, or on interventions (e.g. workplace interventions) to reduce the scope of sick leave. In clinical research, analyses and conclusions focus more on the individual, i.e. on how physicians and health services can reduce the risk for individuals.
In some areas, e.g. the cardiovascular field, research on sickness absence is mainly based on clinical research traditions, while in other areas, e.g. musculoskeletal disorders, many studies use the epidemiological approach, as is reflected in this report.
SOCIOLOGY
Sociological research investigates the association between conditions in society and the living conditions of groups or individuals. Although both groups and individuals can be subjects for investigation, most sociological studies on health and sickness absence have focused on individuals. Research may focus either on group characteristics (e.g. as defined by gender, education, income) or on the conditions to which individuals are exposed (e.g., work environment, living environment, social insurance system, etc.). Analytical methods may be similar to those used in the medical perspective, e.g. risk analysis of an epidemiological nature. However, to a somewhat greater extent, population-based surveys are used, in which data are collected via questionnaires or interviews. Not infrequently, large national studies of random population samples, e.g. welfare surveys, are used. Other methods include ecological studies involving time series analysis or other ways of analysing aggregated data. Intervention studies have been used infrequently. On the other hand, it is common to analyse changes that have been implemented, e.g. changes in rules and regulations. Here, analyses of a quasi-experimental nature (e.g. before and after studies) are frequently used, with discussion and conclusions often focusing on how sick leave is influenced by structural factors, i.e. work organisation, social conditions, social insurance systems, etc.
PSYCHOLOGY
The psychological research field is similar to the medical research field in that it focuses on the effects on individuals. Personality and different psychological or psychosocial characteristics are analysed in relation to an outcome such as sick leave or disability pension. The analytical methods are less of an epidemiological or aggregated type, but more often involve correlation and regression analyses. Many studies are crosssectional since they are based on interview data concerning both psychological conditions and the prevalence of sick leave. The conclusions drawn usually deal either with risk factors affecting individuals and groups or with the conditions in working life and work organisation that influence psychological health. Often, for example in stress research, the aim is to draw conclusions on the interaction between environmental factors and individual factors.
ECONOMICS/ORGANISATIONS
A common starting point in economics and organisational research is that the individual makes rational choices that have economic consequences. This research analyses incentives for the individual to be absent or present at work. Traditionally, the emphasis has been on purely economic incentives, and the most important explanatory factors have been salary level and income loss from absence, and the risk of losing a job.
Here again, studies have often focused on groups of individuals on whom data are available on sick leave or disability pension. In some instances, sickness absence data are used to estimate the cost of lost productivity. In this respect, there has been extensive theoretical work on methods that consider the duration of sick leave (where different periods of a sick-leave episode may be assigned different values) and production costs, which are usually based on individual salaries. Not infrequently, entire companies, groups of companies, or sectors are studied by collecting survey data on absence prevalence at companies or places of work, or by measuring lost productivity in other ways.
Discussions and conclusions often focus on organisational changes aimed at reducing lost productivity, e.g. due to sickness absence. Interventions may be directed at the work place, society in general, or the social insurance system.
SUMMARY OF RESEARCH APPROACHES
The causes underlying sick leave can be viewed from different perspectives. However, it is hardly feasible to synthesize knowledge from the different fields and theoretical perspectives, i.e. medical, psychological, sociological, etc, into a unified theory on the causes of sick leave. Perspectives, and thereby data collection and analytical methods, should be selected based on the research questions being explored. The individual perspective has been the main focus of this report. However, we have also included sociological and economic studies based on comparisons among nations, social strata, companies, or organisations to the extent that it is possible to interpret effects at the individual and group levels.
The systematic literature reviews by SBU mainly include randomised controlled trials, but also observational studies that control for confounding, and allow conclusions about causal effects at the individual and group levels to be drawn with reasonable certainty. We found such studies only within some limited areas regarding sickness absence regardless of diagnoses. There are, for instance, more studies on the effects of interventions at the workplace, e.g. health promotion programs, or the effects of smoking cessation on sickness absence. Questions concerning the impact on sickness absence of structural factors such as the design of the social insurance system cannot be answered with this type of research design since controlled studies are more difficult to implement due to ethical and political reasons. Furthermore, the causal relationship is complex and requires multifaceted analyses from various perspectives.
EXPLANATORY MODELS
Some general approaches used in the various scientific fields have been described above. The following section presents the specific theories or explanatory models on the causes of sickness absence as these are reflected directly or implicitly in the studies identified.
RESEARCH MODELS IN ORGANISATIONAL PSYCHOLOGY
Traditionally, a central perspective in applied psychology has been to consider absence as a type of ''withdrawal behaviour'' (1) . Absence is often analysed along with other types of withdrawal behaviour such as ''turnover'' or ''tardiness''. To some extent, these behaviours have been viewed to reflect various degrees of withdrawal behaviour, with tardiness being the mildest form and turnover the strongest.
The various forms of withdrawal behaviour have been considered as expressions or effects of low work satisfaction. An extensive body of empirical literature has analysed the association between satisfaction and absence. This association is not at all as obvious as expected, and many studies have not found any significant correlation.
The concept of withdrawal behaviour, and the focus on work satisfaction as a reason for absence, highlights the fact that in this perspective absence is viewed mainly as a function of ''push factors''. In contrast, economic theories, which we will discuss later, focus mainly on ''pull factors''.
Not all studies that have focused on the association between work satisfaction and absence are based on the withdrawal perspective. Low work satisfaction, and consequently high absenteeism, might also be a result of personal characteristics. In psychological terminology, the studies can be said to vary in their emphasis on ''situational'' or ''dispositional'' understandings of work satisfaction and absence.
The weak and inconsistent association between work satisfaction and absence has promoted theories or models that cover a substantially greater number of explanatory variables. Without question, the most widely known and applied is the ''process model'' by Steers et al. (2) .
Steers and Rhodes propose a model in which absence is seen to result from the interaction between the work situation, personal characteristics, and the social environment. They consider presence at work (i.e. that one is not absent) to be a function of the motivation and the ability to be present. Combined, these factors are assumed to influence presence: both components are necessary for the employee to go to work. The inability to be present is attributed to sickness and accidents, but may also involve family situations and transportation problems. Motivation to be present is, in turn, influenced by work satisfaction and pressures that might be economic, social, or psychological in nature. Work satisfaction, in turn, results from the interaction between the work situation and employee's values and attitudes. Individual background characteristics such as age, education, and family size influence both the ability and (indirectly) the motivation to go to work. Finally, it is assumed that presence or absence influences the work situation, and hence it becomes a dynamic model.
The process model is quite comprehensive. It is more of an overview of the conditions that are assumed to influence absence than it is a unified theory. It also represents an interesting expansion of the earlier, prevailing view of absence in organisational psychology. Furthermore, it explicitly includes the ability to be present, departing from the unilateral focus of push factors in work since it also includes market conditions and incentives.
In a later article, Steers et al. (3) modified the model somewhat, e.g. reduced the importance of work satisfaction as an intermediate variable. The basic thinking in the model is, however, the same.
Other theories on sickness absence have also been suggested in the literature on organizational psychology. Fichman (4) starts from a theory on motivation that assumes that people at any given point in time have motives both for going to work and for not going to work. Unsatisfied motives become stronger with time, and one finds vacillation between presence and absence. External ''shocks'', e.g. disease or family events, lead to variations in what would otherwise be regular shifts between presence and absence.
THEORIES ON ABSENCE CULTURE
Although the model by Steers et al. (2) , in particular, includes an extensive system of explanatory factors, the research in organisational psychology generally places the main emphasis on individual factors such as work satisfaction, motivation and personal work ethic. Theories and hypothesis on absence culture can be viewed as a reaction to this (5) .
Chadwick-Jones et al. (6) define absence culture as ''beliefs and practices influencing the totality of absences -their frequency and duration -as they currently occur within an employee group or organization''. Hence, absence culture addresses the shared views on absence found in a company or part of a company -views concerning what are legitimate grounds for absence, how much absence is ''reasonable'', etc. Different occupational groups and companies may have different views on how much an employee may be absent. It has been found, e.g. that in some occupations there are norms that short-term absenteeism is acceptable up to a certain level, and that there are greater variations in the level of absence among companies than within companies (7) .
Research on absence culture reflects more of a purely sociological perspective than what is found in the other approaches presented here. The emphasis is placed on the shared views and norms developed at the workplace, and absence is viewed largely as a group phenomenon (8, 9) .
Definitions of absence culture are somewhat vague and encompassing. Empirically, it is difficult to distinguish the collective attitudes and views from the individual group member's attitudes and views. Both of these conditions make it difficult to operationalise and measure absence culture. Hence, the empirical literature is limited. Furthermore, most empirical research on absence culture includes all types of absenteeism and does not clearly distinguish sickness absence.
ECONOMIC AND RATIONAL SELECTION THEORIES
Economic theories on sickness absence have been developed mainly within labour market economics. Good overviews of these theories are available, e.g. in Brown and Sessions (10) and in Dyrstad and Lysö (11) .
Economic theories on sickness absence are usually rooted in the perception of humans as rational beings that seek to maximise their welfare or ''utility''. The individual's welfare is viewed to be a function of two components, consumption (which requires work) and leisure. Maximisation, therefore, means finding the volume of work that offers the best possible combination of these components. If one disregards economic compensation during absence (as is usual in the simplest form of the model), then absence occurs when individuals cannot freely decide in another way how much they would like to work at a given point in time. Hence, in the model, absence would increase as the contracted working time increases. Salary levels also influence absence, but the direction of this association is uncertain. Salaries have both a positive income effect on absence and a negative substitution effect. The income effect means that higher salaries make it possible for a person to achieve a given level of consumption through a lower volume of work. The substitution effect occurs since higher salaries mean that the economic loss during absence also increases.
This simple model can be expanded on in several ways. One way is to build in compensation during absence. Such compensation can be seen as an insurance, which means that the employee does not have to bear the entire cost of absence. A central theme in economic research concerns the negative effects of such insurance systems. A distinction is made between two types of effects, ''adverse selection'' and ''moral hazard''. ''Adverse selection'' implies that favourable insurance systems (high compensation and little control) attract individuals who are at highest risk. This is less relevant in health insurance systems that are equal for all employees. ''Moral hazard'' is a term used to describe the phenomenon that employees change their behaviour as an effect of the insurance system, i.e. more favourable systems yield higher absence and visa versa. In systems with 100% compensation (e.g. the Norwegian national sickness benefit scheme and similar arrangements in some countries, e.g. Germany, based on collective contracts between employers and employees) one could expect, according to this simplified model, that the employee would be absent all of the time.
Since a prediction of 100% absence is obviously unreasonable, economic models also have built in non-economic or more long-term costs of absence for the employee. Such costs may include fewer opportunities for continuing education and salary raises, or higher risks for losing a job. A comprehensive model of this type views the individual employee's absence as a function of his/her valuation of free time and consumption, working time, salary, economic compensation during absence, and long-term costs.
Like in many psychological theories, health and disease play a peripheral role in research on sickness absence in labour economics. Often, theories are formulated only for the absence that is not due to sickness. Health can also be more directly included in the model, in part by explicitly assuming that absence also is a function of disease and in part by assuming that the value of free time increases as health status deteriorates. Generally, health and disease receive little attention in labour economics since the theories often address absence generally and not sickness absence specifically. Nevertheless, the theories may be relevant for studies on sickness absence. Several empirical studies also address sickness absence.
STRESS THEORIES
In contrast to the psychological and economic theories we have addressed thus far, stress theories are more multidisciplinary in nature, with important contributions from medicine, psychology, and sociology. Stress theories do not focus on absence in particular, but on disease in general, certain diagnoses, or certain types of psychological symptoms. Much of the research has focused on cardiovascular diseases, but also on other areas, e.g. anxiety and depression. These diseases or symptoms can, in turn, lead to sickness absence. To various degrees, stress theories also include other possible causal mechanisms, e.g. that stress can influence employee motivation or that sickness absence can be used as a means to cope with stress.
Stress theories address stress within several areas of life. A common approach has been to study stressful life events such as the loss of a partner or job, moving, etc., and particularly how the effects of such events are moderated by social (e.g. social support from friends, colleagues, etc), psychological, or personality factors. In research on sickness absence, the emphasis has been more on long-term stress situations than on specific events. In particular, this applies to workrelated stress, but also stress in the home, especially in women who combine employment and parenthood.
As regards the work situation, Karasek's ''demand -control'' or ''job-strain'' theory has unquestionably received the greatest attention and generated the most empirical research (12).
Karasek's theory highlights two characteristics or dimensions of the work situation (i.e. demand and control) as being essential for physical and psychological health and for employee motivation. Demand is measured with questions such as whether one must work very hard, very quickly or whether one has sufficient time to perform the work. Control (also called ''job decision latitude'') is said to cover two sub-dimensions. ''Decision authority'' is defined through questions on the opportunity for making one's own decisions and the freedom to decide how one performs the work. ''Skill utilisation'' is defined through questions concerning whether the work is repetitive, requires one to learn new things, whether one has the opportunity to develop special skills, etc. According to the theory, it is mainly the combination of high demand and low control that has negative consequences for health. This type of work is called ''high strain'' work. Such jobs include, e.g., assembly line workers, waiters, and nursing assistants. Jobs with low demands and high control are characterised as ''low-strain'' work. In this context, jobs with few demands and little control are labelled ''passive'', and the jobs with high demands and high control ''active''.
The more specific meaning of the idea that disease or sickness absence is a function of the combination of high demand and low control is not entirely clear. Logically, it seems to imply an assumption of statistical interaction: the effect of change in demand is stronger if control is weaker than if it is stronger (or formulated differently, the effect of a change in control is greater under higher than under lower demand). Empirical studies have provided good support for the existence of interaction effects as regards heart disease and blood pressure, while interaction to a lesser degree has been found in studies of psychological problems, e.g. anxiety and depression.
As mentioned above, stress research has generally focused substantial attention on variables that can serve as a ''buffer'', i.e. moderate effects of stress, and perhaps on the variable of social support in particular. Social support from colleagues and superiors has also been included as another dimension in Karasek's model. A formulation of this is to distinguish so-called ''iso-strain'', which is a condition characterised by both job strain and deficient social support. Here again, it is uncertain whether one is dealing with interaction effects, or if it is simply expected that demand, control and support have independent effects on health.
Another stress theory, which also emphasises the social relationships that a person enters into, is Siegrist's ''Effort -Reward Imbalance'' theory (13, 14) . This theory has received considerable attention in research on stress and health, but is so far not widely used in research on sickness absence (15) , which is why we only mention it here. Other stress theories place greater emphasis on the more enduring psychological characteristics of the individual. These include, e.g. theories on the ''Person Environment Fit'', where stress is defined by deficient correspondence between the individual and the environment. Also, there are theories on various psychological buffers against stress, e.g. hardiness, locus of control, sense of coherence, etc.
As mentioned above, sickness-absence research also includes stress factors outside of work, particularly when it comes to explaining the relatively high sickness absence in women, or health differences between women and men generally. Here, the stress concept has been linked to sociological role theories, and a hypothesis of role overload has been proposed. Stress can also result from conflicting demands or expectations associated with different roles (role conflict). In contrast to theories on negative consequences of combining several roles, other hypotheses have suggested that the latter should have positive effects (role accumulation theory). Based on this line of thinking, several roles would mean several potential sources for self-respect, stimulation, benefits, social status, and social identity (16) .
EXPLANATORY MODELS -MEDICINE
Medical assessments are fundamental in the sick-listing process. Physicians certify both that a disease is present, and that it also impairs the patient's work ability to an extent that warrants economic compensation. Sickness certification may be viewed as confirmation that a patient's work ability is impaired, and that he/she cannot work at 100% capacity. Sick listing may also be viewed as a prescription. In the same way that physicians write a prescription for medication, they can prescribe absence from work if they believe that work will either exacerbate or extend the sickness episode. Not infrequently, physical or psychological conditions at work are assumed to contribute to the state of illness, which also motivates sick listing.
In some cases, physicians prescribe sick leave to protect others more than the patients themselves. This is done mainly to prevent the spread of infectious diseases, but also applies to some mental disorders.
Since sick leave requires that the work ability is impaired because of disease or injury, medical explanatory models should be central in the sicklisting process. However, for a variety of reasons, this is not the case. Traditionally, impaired work ability has been perceived as such an obvious consequence of disease that special explanatory models have been unnecessary. In a society dominated by industrial work, people often regard as self-evident that physical weakness, functional impairments and disabilities render people unable to do their work. However, the association between disease and work ability becomes more complex when working life is dominated by services and trade, and when the disease panorama is characterised by poor psychological health and stress-related disorders. Hence, we need to seek better evidence and more research on how different types of diseases impact on working ability. What we have are explanatory models for the diseases per se, their background, course, prognosis, and how they are prevented and treated. Impaired capacity and ability to work is obviously one aspect. However, particularly since knowledge is growing on how psychological and social factors influence sickness absence, it is noteworthy that we do not have greater knowledge and more theories addressing the medical aspects of the interplay of disease, work ability, and sick leave.
Medical explanatory models are relevant not only because disease may be responsible for impairing the ability to work, but also because work conditions may contribute to and sustain disease. It might be argued that models are better at explaining how exposure in working life contributes to disease, and sick leave may be a way to avoid exposure. The medical literature also presents findings and explanatory models on how different types of risk factors contribute to the onset and exacerbation of certain, specific disease states. Work-related accidents and allergies are typical examples. However, with growing knowledge about the multi-factorial aetiology of disease, absence from work is being increasingly called into question as a means to counteract disease. Furthermore, both the medical community and the labour market have begun to realise that, to the extent that working conditions contribute to disease, it may be better to change the working conditions than to dismiss workers who become sick from these conditions. Clearly, medical explanatory models are insufficient when it comes to explaining sick leave for a given disease in an individual. As discussed in the section on sick-listing practices in this report, further theoretical progress and better empirical studies are needed. Perceptions of disease and disease concepts vary among physicians and the public, both over time and among groups. These are central issues, e.g. in the history of ideas and philosophy, and briefly mentioned in chapter one of this report.
EXPLANATIONS FOR CHANGES IN LEVELS OF SICKNESS ABSENCE
Sickness absence varies over time. Sweden experienced a strong increase in sickness absence from 1986 to 1989 (17, 18) . Thereafter, there was a prolonged decline until 1997, but then sickness absence rose again sharply. Similar shifts, but not at the same time, have been found elsewhere, e.g. Norway (17) .
Variations over time may be due to multiple factors. Several conceivable causal factors have been mentioned in the public debate: work environment and other strain, attitudes or ''work ethic'', the design of the social insurance system, unemployment or, more generally, the labour market situation. To some extent variation in sickness absence over time has been a theme in research on sickness absence. We have briefly reviewed these types of explanations and have related them to the explanatory models mentioned above.
STRAIN
Diderichsen et al. (19) and Vogel et al. (20) found that sickness absence in women increased from the mid 1970s until the end of 1990s mainly because a greater percentage of workers were exposed to physical and psychological strain. Other researchers have suggested that certain elements in modern working life are the source of greater strain. These include, e.g. the rise in emotionally demanding service work (''emotion management'') and the higher risk for becoming unemployed. This type of explanation is usually based, implicitly or explicitly, on some type of stress model.
ATTITUDES
In the public debate, high or increasing sickness absence is often viewed as a result of changing attitudes or a decline in the work ethic. Attitude changes have been discussed both as it applies to the medical profession and to the general population. However, little research has been done on attitude changes as a cause of variations in sickness absence.
The assumption that sickness absence reflects employee attitudes is central in research in organisational psychology and in theories of absence cultures. On the other hand, attitudes are addressed to only a minor extent in stress-oriented explanatory models. Likewise, economic theories on sickness absence usually do not place much weight on attitudes. Rather, they assume that variations in sickness absence can be explained by the incentives (costs and rewards) to which the employee is exposed.
SICKNESS INSURANCE SYSTEM
A common viewpoint is that high or increasing sickness absence is due to favourable compensation systems, or at least that sickness absence can be reduced by making the systems more restrictive. In Sweden, a series of cutbacks in sickness insurance (lower compensation levels and the introduction of qualifying days) were introduced from 1991 to 1996. A central theme in the economic theories discussed above is that changes in compensation system are assumed to influence employee behaviour (11) . This is also reflected in the model by Steers and Rhodes (2).
LABOUR MARKET CONDITIONS
Change in the level of unemployment is central in discussions of temporal fluctuations in sickness absence. Theoretically, one can distinguish three different mechanisms that can yield a negative association between unemployment and sickness absence. The one most often discussed focuses on the so-called disciplinary effect, i.e. that high unemployment disciplines employees to be absent from work less often (21) . Such an effect presumes that employees believe that more absence increases the probability of losing one's job, or that it becomes more difficult to obtain another job.
A hypothesis of disciplinary effects follows rather directly from theories that emphasise the rational choice of the employee, and such theories have been the point of departure for a number of empirical studies of the relationship between unemployment and sickness absence. The disciplinary effect is, however, also included in the model by Steers and Rhodes (see above).
Another mechanism that can yield a negative association between unemployment and absence is that staff cutbacks and a lower demand for labour can lead to changes in the composition of the employee population. Several conditions contribute to this. First, it can be assumed that employees with high absenteeism are at higher risk for being dismissed in conjunction with staffing cutbacks. Employees with high absenteeism thus may have a higher probability of being selected out of a population of employees. Likewise, it can be assumed that employees who have had high absenteeism, or who generally have health problems, find it more difficult to find new employment if they have lost a job, i.e. that they are less likely to be selected into a population of employees.
Selection explanations are not directly linked to the explanatory models presented above. This is reasonable, since a selection explanation does not involve any change in sickness absence at the individual level. Thus, it does not presume any change in the exposure to risk factors for sickness absence facing the individual. Variations in sickness absence at the aggregate level are a by-product of other social processes (selection into and out of employment), and relevant explanatory models must be taken from other research areas, e.g. research on unemployment or the labour market.
Other mechanisms that can possibly contribute to a correlation between unemployment and sickness absence have received only minor attention in sickness absence research. They have, however, received more attention in research on how economic conditions influence mortality and health (22, 23) . In times of economic growth and low unemployment, there is a high level of activity in the economy. This can raise the working pressure on employees and thereby elevate the risk for accidents and sickness. Times of economic growth can also enhance the employee's income (and expectations about future income), thereby leading to higher activity levels during free time.
Structural change is another factor in the labour market that is closely associated with unemployment and that can influence sickness absence in a similar way. The fact that certain types of work, mainly unskilled jobs, disappear from the labour market may have different effects on sickness absence. In part, individuals who must quit jobs due to disease can find it difficult to return to the workplace, or to find more suitable work. Furthermore, the higher demands place greater stress on the individual and increase the risk for sick leave. As mentioned above, the mechanisms that apply to structural change and unemployment are similar, and obviously we also find an association between these two phenomena.
SUMMARY
Research on sickness absence is being carried out in several different disciplines, but unfortunately there is little contact between the different scientific disciplines in this area. Hopefully, in the future, there will be more collaborative research by the various disciplines and areas of expertise. It is essential to support multidisciplinary research environments to develop a broader base of knowledge in this field.
Considerable research on sickness absence is being conducted without specific theories or models. This applies mainly to medical research, where there are many descriptive accounts of sick leave related to different groups and diagnoses. Theories on how disease influences work capacity and sickness absence are often implicit. Not infrequently, they are based on weak evidence concerning the association between morbidity, working ability and the consequences of sick leave. Research in psychology and social science is more likely to be based on theory. Investment in multidisciplinary collaboration as mentioned above would probably promote better interaction between theory and empirical research on sickness absence.
